. Poor and Low-Income Families in the United States* As I hung up the telephone, my second response slowly invaded my consciousness, ''Oh my God!-What have I done!!'' What have I agreed to? My mind raced back over the more than 30 years of Armstrong Lectureships I had attended. They were so amazing, erudite, cutting edge, scientific, and inspirational. What was I going to say? I replayed so many of the great ones starting with . . . Jim Perrin's 1 from last year and Lucy Osborn's (personal communication), and all the others dating back to when I was inspired by Bob Haggerty's 2 in 1969 when I attended the Ambulatory Pediatric Association (APA) meeting as a medical student. Figure 1 demonstrates how my perverted stream of consciousness mind works-I also thought of George Armstrong-pediatrician extraordinaire. He worked in England in the second half of the 18th century. He lived in the time of King George IV. His work was characterized by not only caring for individual patients but for instituting important global changes in health care to improve the lives of children. I thought about the King and his power to institute social and political and health care reform. And that led me to the amazing fantasy-suppose pediatrics had a king and, even more fantastic still-suppose I were The King of Pediatrics-what power to make a difference. What would I command?
At this point, reality set in-pediatrics has no King. And if there were one, it would not be you, Ludwig. But the thought had entered my warped mind, and once there, it recycled like an aberrant cardiac rhythm. Thus, the premise of this lecture was born.
Well, if I were King, what changes in pediatrics would I like to make? What would I decree? I realized that there would be several items on my imperial agenda, including items having to do with patient care, medical education, research, academic mission, and pediatric departmental administrative structures.
PROFESSIONAL INSIGHT BUILDERS
First, if I were King of Pediatrics, I would command pediatricians (as sensitive as they are) to engage in a series of professional insight builders. I would make sure every pediatrician made a home visit to 1 of his/her patients at least once per year. This is a practice that I have tried to maintain and find it critical to my role as general pediatrician. It started with the romantic notion of the old-fashioned pediatrician making house calls. But it has evolved to an enjoyable and informative practice that provides perspective in insight. Seeing patients exclusively on our turf, whether the clinic, office, inpatient unit, or emergency department, gives a view of patients and families that is biased. Seeing only 1 patient a year at home on their turf renews an appreciation of what families are all about. What you see in the medical setting is not always what you get. Although I understand and support the concepts of the medical home, I also would decree some attention be paid to our patients' real home. Since the early 1980s, I have asked our trainees to do this each year and it has brought them an important educational experience.
For example, I recall a home visit I made with a resident, Cindy Christian, to the home of one of her patients in 1985. Mrs T and her 6 children were living with Mrs T's sister and her children. They occupied a small row house in West Philadelphia. Two or 3 of these children slept on a sofa in the living room and Mrs T slept on a large coffee table. Of course, Mrs T had granted permission to do the visit. She was pleased with our visit. She felt Dr Christian's support. I have often felt that the experience was a tipping point for both Mrs T and for her doctor. Dr Christian went on to become an esteemed colleague, child-abuse expert, and active member of the APA. Mrs T continued to de a devoted mother and strong advocate for her children.
In addition, if I were King, I would ask every student, resident, and attending physician to accompany a family from their point of arrival at our parking lot through their entire medical experience. Like the home visit, this would provide important insights into our health care system. Some physicians are sensitive to the difficult, at best, and dehumanizing, at worst, environment of our health care system. The simultaneously feared and respected Joint Commission for the Accreditation of Health Care Organization (JCAHO) is now using a tracer methodology for their surveys, in which they select some patients and follow them through the process. A family-tracer methodology applied to pediatricians would do wonders to enhance patient-centered care.
POVERTY AND OUR RESPONSE
I worked in the emergency department a few months ago and, on a Sunday morning, a 12-year-old adolescent girl was brought in with second-degree burns over her chest. She was going to take a bath before going to church. She was boiling water in a large pan to heat her bath and in carrying the water to the tub, the pan tipped toward her, the boiling water cascading down her chest. She was hysterical. In part, her emotion driven by the pain, in part from the embarrassment, and in part from the fear of potential deformity to her chest and burgeoning womanhood. We comforted her and treated her as best we could.
But I have thought about her since that day, and I have wondered how, in the United States, in a major metropolitan center, in the year 2005, a child does not have hot running water to fill her bathtub. I thought about the many other children that I have seen whose illnesses and injuries have directly resulted from poverty. Children with malnutrition, injuries both inflicted and accidental, substance abuse, lead poisoning, asthma and infections, all related to poverty. I know that she was not alone, as there are many children living in the United States in grossly substandard conditions (Table 1) . Table 2 contains some data points compiled by Jeanne Brooks-Gunn and Greg Duncan 3 that compare poor and nonpoor children on important health markers. There are many impacts on related health issues as well (Table 3) .
And I asked myself why as pediatricians, we do not confront the conditions of child poverty more directly. Certainly, we talk about health insurance and access to care and related topics, and surely we seek to manage each illness or injury type as an individual entity. If I were King, I would have us address poverty as a major health issue. And I wonder why we do not. Is it because we are afraid of being labeled liberals, progressive, or socialistic? Is it too political and economic? Are we so overwhelmed by the discussion of the problem that is too big to tackle? Are we tentative in addressing this because we ourselves are squarely in the middle class? Or is it just the denial that protects us from facing the reality as I was forced to face that day in the emergency department? Perhaps there are other reasons. I think George Armstrong would want us to address poverty for what it is, a significant health risk that contributes greatly to morbidity and mortality. We should be working to abate or modify it. As King, I would bring this issue out from under the royal carpet and make it our number 1 priority. 
BUILDING BLOCKS AND RESIDENCY EDUCATION
In the domain of medical education, I would restructure pediatric residency programs. If I were the emperor, I would take a long, hard look at residency and fellowship education. We can no longer shoehorn rotations and programs into the existing structure, but must level the ground and begin to build a new model. What are the goals of residency education? I see them as the following: 1) Teaching the core of general pediatrics 2) Exposure to subspecialty care 3) Developing patterns of sustained learning 4) Covering the service needs of the institution But I am concerned that we are trying to accomplish all these goals simultaneously rather than in a logical, progressive, building-block fashion. Because our interns and residents are bright, we get away with the hodgepodge of conflicting goals and priorities that has a first-year resident attending a continuity clinic trying to learn primary care 1 afternoon a week and returning to a subspecialty inpatient unit that night to cover the most complex hospitalized patients. I would advocate for teaching the learning systems that use a building-block approach to medical education ( Figure 2 ). I think education must start with learning the basic tenets. The first priority should be to learn how to be a pediatric primary-care provider, next we should teach subspecialty care, and finally, we should leave time for allowing the adult learners to focus on their own career goals and directions. There is too much content for everyone to have the same curriculum in all years and thus the third year should begin to differentiate some general career paths (Table 4) .
MODULAR FELLOWSHIPS
At the fellowship level, I would remove the barriers that keep women from going into subspecialties and academic pediatrics. When we examine the percentage of women in general pediatric training and then examine the number in subspecialty training and academic medicine, we find a significant gap in the percentages 4 ( Figure 3 ). This might prove even more striking if we examined the graph of women in academic career positions. To me, this suggests that there are some important barriers to be overcome. Unlike some well-known university presidents, I do not feel that women are just genetically incapable of entering the subspecialties. As I talk to students and residents, a major issue in their minds is the concept of a fixed 3-year fellowship. We all know fellowship training takes 3 years, and many young women are reluctant to dedicate that much of a block of time to further training during a time of life when there are important competing issues of family life and a ticking biological clock. As King, I would propose modular fellowship training. A fellow would have to complete a certain number of credits or modules to achieve entrance to a subspecialty exami- nation. The completion of credits, including the clinical and the scholarly work, could be amassed over 3, 4, or 5 years. Indeed, this might bring some planning and perhaps economic hardships to the fellowship programs and hospitals, but it is a kind of affirmative action that I would decree as the pediatric monarch. Needless to say, I would support the notion of a common fellowship application time early in the third year of training and not before.
CREDITILITY OF THE MACROSCOPIC VIEW IN RESEARCH
In research, I would seek to give equal credence, prestige, and support to research that takes a macroscopic view as that given to the microscopic view. We applaud, honor, and give promotion to those researchers who study smaller and smaller parts of the human being. The more microscopic the unit of study, the better-why study an organ when you can become expert on an organelle? As King, I too would applaud this microdissection of the body of man or of zebra fish. But I would give equal weight, funding, and significance to those who take the macroscopic view and study the entire human being. Many in the APA have the child, family, and community as their unit of research investigation. Their work is as important. Beyond genomics, we should also support humanomics.
MISSION OF THE ACADEMIC MEDICAL CENTER
I would adjust the mission of the academic medical center and indeed the mission of every pediatrician to include advocacy. At The Children's Hospital of Philadel-phia, we have had a strong educational emphasis on advocacy, thanks to the generosity of the Dyson Foundation 5 (and recently the support of the AAP). It is something I stress to our trainees. They need to be prepared to care for each individual patient that comes their way, but they also need to address larger issues facing children. They need to have the skills to advocate for change that will affect large numbers of children in our country and beyond. This has been a very successful bottom-up approach but needs to be matched by top-down support. To encourage this, I would change the mission of the academic medical center from the traditional tripartite mission of patient care-teaching and research-to a diamond-like mission (Figure 4 ) that also includes advocacy. Imagine a kingdom wherein promotion not only depended on the number of RO1s acquired and papers published but the kind of difference you made to the lives of children. Tracy Kidder, 6 in her biography of Dr Paul Farmer, quotes one of Farmer's inspirations, the German scientist and physician Rudolf Virchow-''medical education does not exist to provide students with a way of making a living, but to ensure the health of the community'' and ''The physicians are the natural attorneys of the poor, and the social problems should be largely solved by them.''
CLINICAL AFFINITY GROUPS
Within the administrative structure of departments of pediatrics, I would also decree that the generalists and generalist specialties form an administrative union. The administrative structure of most departments of pediatrics is based on a traditional divisional system-there is good reason to organize things in this way for many academic functions-but it is not necessarily best for patient care. With the proliferation of many new subspecialties and many new divisions, there may be the inadvertent effect of dividing physicians who need to work together and to communicate for common purpose. In the world of research, the concept of research affinity groups has been initiated in many academic centers. These are clusterings of scientists with compatible research agendas. Research affinity groups produce stimulation and synergies that lead to more productive outcomes. If I were King, I would transpose this concept to the clinical side and develop clinical-care affinity groups that would not replace but enhance traditional departmental administrative structure ( Figure 5 ). Pediatricians working in the primary care center, emergency department, adolescent medicine, child development, and hospitalists are all working with the same patients and have the same problems-they should be all linked in some type of general pediatric affinity group not isolated by their divisional structure. In my APA Presidential Address 2 years ago, 7 I used the image of a tree to symbolize what has happened to general pediatrics and blossoming of new branches and a simultaneous weakening of the core or trunk. Clinical affinity grouping would provide the kind of support to strengthen this trunk.
Finally, as King, I would have a Queen, and a court, and, in fact, even although I am not an official King-I do have these treasures in my life and I thank them for their love-and for always treating me as if I were a King. Now that I have had my 30 minutes to be a monarch or to be an old opinionated codger speaking his mind, I am going to retire from my kingship and go back to what I love doing the most-just trying to be a good pediatrician.
